errors?" are occurring and "what can be done about them?" In 2002, Boyle authored a report that identified the need for systematic data collection and a cultural shift within the ambulance services to achieve a transparent incident monitoring process, sentiments which have been echoed elsewhere. 1,2 Some work is emerging, but many barriers remain. 9, 18 Cultural perceptions and barriers within management and at the clinical level must be identified and broken down with a systems-based approach that removes the "shame and blame" culture that inhibits incident reporting. Investments must be made to prioritize both the implementation of incident monitoring systems and efforts to breakdown these barriers. It is not sufficient to rest on the excellent work of those such as Boyle examining poor outcomes, and then working backwards. Near miss situations are an important opportunity to build perspectives and investigate incidents before a serious adverse event occurs. 19 Without more data and further prospective research across other emergency medical systems and encompassing all aspects of prehospital care, it will be difficult for emergency medical systems to provide the level of care and transparency increasingly expected and demanded by communities. errors in the prehospital setting whilst there is a general decrease in errors over the system. Boyle conjectures regarding the possibility of the introduction of ALS as a factor in this increase, while in a similar timeframe to the introduction of a trauma system. Unfortunately, there is no evidence to resolve this conjecture, and it is likely that both were factors. One crucial piece of data missing from the set is the ambulance transport times for the 2003 report. Could the introduction of the trauma system simply have shifted some of these errors into the prehospital setting because of increased transport times? The "Before and After" assessment of the new trauma system did show an increase in ambulance scene and transport times during this time of change. 17 Regardless of the potential causality, the majority of errors were management in type rather than systems in type, and many were perceived to have contributed or possibly contributed to death.
The prehospital setting is "complex, with a high likelihood of being error-prone". 1 Emergency medical services providers operate in a highly fluid environment, with undifferentiated patients and limited support. The question is not "do errors occur?" but more appropriately "what type of
